Skeletal Class III malocclusion in an adult patient presents a challenge to the operator as it involves a variety of features. The case report presented here shows a combination of surgically assisted rapid palatal expansion and mandibular set back with bilateral sagittal split osteotomy. The technique used for maxillary expansion was minimally invasive as the patient's age gave a leeway for using a different surgical approach.
Introduction

Diagnosis
 (Table 1 & 
Problem list:
Skeletal Class III malocclusion can present with-maxillary deficiency or retrusion, mandibular excess or prognathism or a combination. In growing patients growth modulation procedures can be used for correction but in non-growing/ adult patients surgical approach is taken. Orthopedic rapid maxillary (palatal) expansion (RME) has been a common treatment modality to widen narrow maxillae in young children. The rationale is that the orthopedic force exerted from the expander can open the mid palatal suture, which is patent in young children and thus maxilla is expanded. However after suture closure, a maxillary Le Fort I osteotomy with a mid palatal cut is often needed in conjunction with RME to widen maxilla skeletally. Mandibular set back with bilateral sagittal split osteotomy is the suggested treatment for large mandible.
A 25 year old male patient reported to the clinic as he was not pleased with the appearance of his face and teeth. A thorough diagnostic procedure was followed and after evaluating his study models, OPG, lateral cephalogram, anteroposterior cephalogram, maxillary occlusal radiograph and facial photographs a problem list was made. Expansion of maxillary arch, alignment of teeth, creation of space for 12, coordination of upper and lower arches.
Surgical correction of jaw relationship, finishing and detailing, replacement of 12.
Permanent retention in upper and lower arches. Treatment plan:
Surgically assisted RME using bonded Hyrax appliance Retention of expansion Alignment of lower arch and uprighting of lower incisors (decompensation) Alignment of upper arch and proclination of upper incisors to make space for 12 Bilateral sagittal split osteotomy for madibular set back Finishing of occlusion Fixed retention with multistrand stainless steel wires in both arches A bonded hyrax appliance was made on the working model with a 13mm screw. This appliance was then bonded on the patient's maxillary teeth with Glass Ionomer cement After the presurgical protocol, the patient was scheduled for surgery. The surgical procedure is summarized as: Bilateral maxillary osteotomies were made. The soft tissue incision was made in the alveolar mucosa from the base of the zygomatic arch forward to a point over the apex of the lateral incisor and down to the gingiva of the central incisor. With this exposure of the lateral wall, the maxillary cut was made from the piriform aperture, through the anterior and lateral walls of the antrum and across the buttress at the base of the zygomatic arch to stop at the tuberosity. This was followed by soft tissue closure.
The patient was instructed to open the screw with 4 turns of 45°each per day after an initial 90°turn. The activation was to be divided equally over the entire day. The activation was stopped after achieving 10 mm expansion in molar region. Retention was done for 3 months with the same appliance by stabilizing the screw with acrylic.
Meanwhile the lower arch was bonded and decompensation was done by aligning the incisors Wire sequence was as 0.016 Nickel-Titanium (NiTi) wire, 0.018 Australian wire with vertical loops, 0.017x0.025 NiTi wire and 0.019x0.025 stainless steel (ss) wire.
Then the upper arch was bonded and alignment was done with successively changing wires in the sequence of 0.016 NiTi, 0.016x0.022 NiTi, 0.017x0.025 ss. Space was opened up for replacement of 12 by using 0.019x0.025 TMA wire with opening loop. Upper and lower arches were coordinated and prepared for surgery with final wires of 0.021x0.025 stainless steel. Surgical splint was prepared and kept ready. After the presurgical protocol, surgery for the mandible was done. A bilateral sagittal split osteotomy was done for (Fig.3) Skeletal Class III malocclusion in the patient presented with mild maxillary retrusion and mandibular prognathism. The maxilla was constricted, so the treatment of choice was rapid maxillary expansion. The wide range of variation (15 years to 27 years) for closure of the mid palatal suture underlines the futility of being dogmatic over an upper age limit for RME before having recourse to surgery. As the patient was 25 years old, a surgically assisted rapid maxillary expansion procedure was done. The suggested procedures for surgically assisted RME are as follows: palatal osteotomy (midline or side of the midline), bilateral palatal osteotomies, lateral maxillary osteotomies, anterior maxillary osteotomies. Mid palatal osteotomy has the disadvantage of having complications like severance of greater palatine vessels and puncture of the nasal mucous membrane. Keeping in mind the patient's request for minimally invasive surgical procedure and the leeway given by the patient's age, bilateral maxillary osteotomies were made to free the maxilla. It was decided to replace the missing 12 to restore symmetry of the arch. So the space made available by expansion was used for replacement of 12. The retroclined lower incisors (IMPA 63°), were uprighted on the base and a negative overjet was obtained. A reduction bilateral sagittal split osteotomy was done to reduce the length of the mandible and achieve an overjet of 1mm. This was also guided by the occlusion of the teeth.
The case report shows that an adult patient of 25 years with Class III malocclusion (constricted maxilla and large mandible) can be treated with rapid maxillary expansion accompanied with bilateral maxillary osteotomies followed by a reduction bilateral sagittal split osteotomy. (Table 1 & 2,  Fig.4 ).
Discussion
Conclusion
